MISSOURI DEPARTMENT OF HEALTH & SENIOR SERVICES INITIAL CONTACT

BUREAU OF SPECIAL HEALTH CARE NEEDS ~ READ INSTRUCTIONS ON O %
MEPBOHAYAINBHbLIN KOHTAKT
ENROLLMENT INFORMATION R B A INK REFERRAL DATE

/| MVHICTEPCTBO 371PABOOXPAHEHVA MPEXIE, YEM BAMONHUTL AHKETY, IPOuTUTE |1 [IATA HAMPABIIEHIS
f ) COLMAIIBHOTO OBECTIEHEHNA ITATAMUCCYPU - CTPYKLMIA HA OBOPOTE. MOXANWACTA, MMWMTE| _ APPLICATION DATE

KOMWTET MO OKA3AHWIO CMELINANBHOM PA35OPUMBO, MEYATHBIMM BYKBAMM, HEPHBIMM
MEZVLMHCKOM MOMOLLM (KOCMI) UYEPHUAMM. D) BATA TOmAHM SASIBNEHNS
PETMCTPALIMOHHAA AHKETA

SECTION A - PARTICIPANT INFORMATION

PA3[OEN A - UH®OPMALIUSA OB YYACTHUKE DCN | | |
NAME (LAST, FIRST, MIDDLE) DATE OF BIRTH SOCIAL SECURITY NUMBER

1. MOJIHOE NMSA (hammnus, ums, BTOpoe umst) 2. [OATA POXKOEHUA 3. HOMEP COLMATBHOTO CTPAXOBAHUSA
ADDRESS (STREET, CITY, STATE, ZIP) COUNTY HOME TELEPHONE

4.  AJPEC (ynuua, ropog, LTaT, No4YTOBbIA MHAEKC) 5. OKPYI 6. OOMALUHWN TENEPOH

SEX RACE PARTICIPANT/FAMILY DAYTIME PHONE
7. non 8. PACA 9. PABOYMN TEN. YYACTHUKA/MINEHA EFO CEMbM

LOCAL PHYSICIAN NAME AND ADDRESS SPECIALIST PHYSICIAN NAME AND ADDRESS

10. MS U AOPEC YYACTKOBOIO BPAYA 11. UMS U AQPEC BPAYA-CMELIMATICTA

SOURCE OF REFERRAL (CHECK ONE)
12. KTO PEKOMEHOOBAI OBPATUTBLCA B KOCMI

PHYSICIAN HOSPITAL STATE AGENCIES MEDICAID/EPSDT COMMUNITY SELF/FAMILY/FRIEND OUT OF STATE
Bpay | 6onbHMuA | rocyypexaeHus L “Meawkana’/EPSDT L] obuma L] coGcreenas nhnumaTuBalcoBeT poncTBeHHMKOB/ApY3e L1 npyroe

SECTION B - FAMILY INFORMATION (LIST ALL PERSONS LIVING IN HOUSEHOLD AND DEPENDENT UPON INCOME)
PA3OEJ B - UH®OPMALIMA O CEMBE (nepeuncnvTe Bcex, NpOXMBaLLMX BMECTE C BaMK Ha 06Lume aoxoabl)

NAME (LAST, FIRST, MIDDLE) SOCIAL SECURITY NUMBER DATE OF BIRTH RELATIONSHIP ON BSHCN
13. NOJIHOE NMSA (dbammnus, umsi, BTOpoe UMst) 14. HOMEP COUMAINBHOIO | 15. OATA POXXOEHWA | 16. KEM MPUXOOUTCA YYACTHUKY | 17. KOCMI
CTPAXOBAHNA
DOES THE PARTICIPANT HAVE A COURT APPOINTED NAME AND ADDRESS
GUARDIAN/CUSTODIAN? MA N AOPEC
18. UMEET I YYACTHWUK HABHA4YEHHOIO
?
$é§OM OFILEC;(YHA. IF YES, PLEASE GIVE COMPLETE p
NAME AND ADDRESS
O opa O HET Ecrm 0a, YyKaxuTe ero
nosHoe nmMAa n agpec

ALTERNATE CONTACT NAME TELEPHONE NUMBER
19. KTO ELLE 3HAET, KAK CBASATbCA C BAMU 20. TENE®OH

SECTION C - FINANCIAL RESOURCES
PA30EN C - UICTOYHWUKU OOXOOA
INCOME SOURCE (CHECK ALL THAT APPLY)
21. UCTOYHUKWN OOXOMOA (oTMeTbTe BCe BapuaHTbl, OTHOCSALLMECS K BaM)

ssl SSDI GENERAL RELIEF EMPLOYER VETERAN'S ADMINISTRATION
(| [ononHuTensHoe nocobue manonmyLumm (SSI) Ossor O cKuaka c Hanora | pabotoparens | AOMUHUCTpaUMs Mo Aenam BeTepaHoB
SELF EMPLOYED OTHER
VHAVBWAYanbHas TpyaoBasi AesiTeNbHOCTb O apyroe
22. Did you file Federal/State Income Tax Form? Oyes [OnNo
If yes, List amount of adjusted gross income from 19 Income Tax Form $
Attach a copy of the Income Tax Form. Do Not Send W-2. If no copy available, you should obtain duplicate by calling 800/829-1040 and send when received.
If No, Why did you not file? O not required to file O requested extension of filing date (attach copy) O other
23. Has family income changed since filing Income Tax? Oves Ono Date of change Estimate this year’s currentincome
24. Did you receive or make child support payments? Oves Ono Total amount received yearly $ Total amount paid yearly $
22. 3anonHunuv nu Bbl 6rnaHk HanoroBow Aeknapaumm WwraTa/cTpaHbl? O OA O HET
Ecnu fa, ykaxuTe CyMMy BbIYVCIIEHHOTO BaSioBOro 4oxo4a no 6rnaHky Harnoroson geknapaummc19_ r.$

Mpunoxwute konuto 6naHka HanoroBow geknapauuu. He BoicbinavTe 6nank W-2. Ecnu y Bac HeT konuv 6naHka HanoroBow Aeknapauum, Bbl AOMKHbI, MO3BOHWB N0
TenedoHy 800/829-1040, 3anpocuTb ero Aybnukar v nocne nonyyeHus Bbicnatb ero. Ecnu HeT, ykaxute nNpuymHy, MO KOTOPOW Bbl He Moaanu Aeknapauuio.

OT MeHs1 He TpeboBarnock ero nogayn O nony4un paspeLleHre Ha OTCPOYKY (MPUIOXNTE KOMNKUIO) O Apyroe
23. N3meHuncs nu [oxod ceMby CO BpEMEHM Nofaym HanoroBom Aeknapaumm? O OA HET [ata nameHeHus
CyMMa foxoa TekyLero roga
24. TMony4anu nu Bbl UK BbINNa4nBany anMmeHTbl Ha aeTen? O OA O HET O6Luasi cyMma, KOTopyHo Bbl NOMyyanu exerogHo $

ObLwasn CyMMa, KOTOPYHO Bbl BbiNsiadnBanu exxerogHo $

INSURANCE STATUS (CHECK ALL TAHT APPLY)
25. B/Abl CTPAXOBAHWA (oTMeTkTe BCe BapyaHTbl CTPaxoBaHMs, N0 KOTOPbIM Bbl 3aCTPaxoBaHbl).

NONE MEDICAID # MEDICARE # VETERAN’S ADMINISTRATION

HMKaK He 3acTpaxoBaH O “Menukang” Ne O “"Meaukap” Ne AOMUHUCTpaLMs Mo Aenam BeTepaHoB
PRIVATE INSURANCE (NAME) OTHER (PLEASE SPECIFY)

“UHAMBMAYanbHoOe CTpaxoBaHWe (YKaXuTe Ha3BaHue KoMnaHum) O “Apyroe (Ha3oBWTE KOHKPETHO BUZ, CTPaXOBaHWS)

SECTION D - SERVICES REQUESTED/NEEDED
PA3LOEN D - TPEBYROLWAACA MEOUMLUMHCKAA MOMOLLb

SECTION E - AUTHORIZATION TO RELEASE INFORMATION
PA3LOEN E - PASPELLEHUE HA NCNOJ1Ib3OBAHUE UH®OPMALIMKN

Application is made for admission of the above named participant to the Bureau of Special Health Care Needs Section 201.040 & 191 RSMo. | authorize BSHCN to release or obtain information to or from any agencies
which are participating in the treatment and care plan for the applicant. The information on this application form may be exchanged with agencies that administer relevant or applicable programs. | consent to the
release of personal, financial, and medical information from this application form and supporting documents to the agencies that administer relevant or applicable programs for establishing and verifying eligibility and
for performing evaluations. | understand that the agencies that administer such programs will maintain confidentiality of this information according to the applicable laws. | have been informed that BSHCN provides
care on a nondiscriminatory basis as required by Title VI of the Civil Rights Act of 1964. | understand BSHCN eligibility will not be considered until all information has been received by the BSHCN area office. |
understand that intentionally making a false or misleading statement or intentionally misrepresenting, concealing or withholding facts may result in repaying in cash the value of benefits received. | understand any
medical insurance benefits | may receive for services authorized by BSHCN may be forwarded to the provider of service(s). | must cooperate with the providers of service and BSHCN in giving all information
concerning trust funds, legal actions, settlements and third party payors i.e., medical insurance, Medicaid etc. | understand if | receive money from a third party or insurance related to the injury, disability or disease,
Children withfSpeciaI Health Care Needs shall be reimbursed for the amount expended. | have been advised and understand my rights and responsibilities under BSHCN. All the information | have provided is correct
to the best of my knowledge.

[aHHoe 3asBneHne npefHa3HaYeHo Ans NoMy4YeHNs BbILLEYNOMSIHYTbIM Y4aCTHUKOM BO3MOXHOCTU Nonb3oBaTtbes nogaepxkoin KOCMI (cornacHo Pasaeny 201.040 n 191 RSMo). A paspetuato KOCMI 4BYCTOPOHHWMIA
06MeH MHopMaLeli ¢ MobbIMU OpraHM3aLMsMU1, MPUHUMAIOLLMMU YYacTe B OBCMyXMBaHUM 1 NeveHnn 3asiBuTenst. MHdopmaLusi, coaepxallasicsl B JaHHON perncTpaLMoHHON aHKeTe, MOXeT GbiTb nepedaHa
opraHu3aLysiM, OCyLLEeCTBASIIOLLMM NporpamMmbl, UMetoLLie OTHOLLEHMe Kk AesitenbHocT KOCMI. A cornaceH Ha nepeaady MHGOpMaLmMM JIMYHOTO, PUHAHCOBOrO U MEAMLIMHCKOTO XapakTepa, cojepxalleiics B
[aHHOW PErMCTPaLMOHHOI aHKeTe, a Takke B MpUaraloLLMXcsl JOKYMEHTaX, OpraHu13aLmsM, NpOBEPSIOLLMM NPefoCTaBleHHble AaHHbIE M OnpeensiioLLMM NpaBo 3asiBUTENs Ha nomyyeHne nogaepxku ot KOCMIM. A
rionarato, YTo BbILLEYMNOMSIHYTbIE OpraHW3aLyi, COXPaHST KOH(UAEHLUMANbHOCTb AAHHOW MHOPMALMU COrMacHoO COOTBETCTBYIOLMM 3akoHaM. S 6bin MpoMHOPMMUPOBaH O TOM, YTO moneymTenscTteBo KOCMI
npeaocTaBnseTcsi Ha He AUCKPMMMHALIMOHHOWM OCHOBE, kak Toro Tpebyet Paspen VI 3akoHa o rpaxaaHckvix npaeax 1964 roga. A noHMmato, 4To Moe npaBo Ha nornyyexue nogaepxku ot KOCMI He 6yaeT paccmaTpuBaTbcst
[0 Tex nop, noka Bcs Heobxoaumas uHpopmaumsi He ByneT npefoctaeneHa mecTHomy npeactasuTensctey KOCMI. A noHumato, 4To HaMepeHHoe NpefoCTaBneHne MOXHON Ny BBOASLLEN B 3abnyxaeHve
MHOpMaLWK, a Taloke HaMEPEHHOE MCKaXeHWe, COKPbITUE M yMOMYaHue onpeaeneHHbIX hakToB MOXET NMPUBECTU K HEOGXOAMMOCTY KOMMEHCUMPOBATb HANMYHBIMI CTOMMOCTb HEMPABOMEPHO MOIy4YEHHbIX MOCOBUI.
£ noHumato, 4To BbigeneHHble MHe KOCMIT nocobuwsi no MeauumMHCKOMY CTpaxoBaHuto, MOryT BbITe NepeaaHbl HENOCPEACTBEHHO TOMY, KTO OKasblBaeT MEAULIMHCKYIO NOMOLLb. A AomkeH copeiicTBoBaTb KOCMI n
TEeM, KTO HEMOCPeACTBEHHO OKa3blBAET MEANLIMHCKYIO MOMOLLb, B MOMTyYEHUM BCel MHOPMaLK, KacatoLLercsl AoBEepUTENbHbIX CPeACTB, CyAebHbIX MCKOB, OMnaThl W NNaTenbLIMKOB TPETbEN CTOPOHE, TO €CTh 3a
MeauLMHCKOoe cTpaxoBaHve, “Meaukaia” v T.n. S noHMMalo, YTO ecrnu 5 Mony4y AeHbM OT TPETbel CTOPOHbI UIM MO CTPaxOBKe, KacaloLencs TpaBMbl, HeAeecrnocobHOCTH, 6onesHn nnu aeTen, HyXaaloLWmnxXcs B
creLmanbHOM MeZULIMHCKOM yxofe, st AoMkeH Byny BO3MeCTUTb CPeACTBa, M3pacxofoBaHHble Ha Moe feyeHne. MHe 0GbsICHUNM 1 S MOHUMalo CBOM NpaBa U 06513aHHOCTH, CBsi3aHHble ¢ AesiTenbHocTbio KOCMI.
Hackorbko st 0cBeOMIIEH, BCE NMPefOCTaBMNeHHbIE MHOM AaHHbIE COOTBETCTBYIOT AENCTBUTENLHOCTH.

SIGNATURE OF PARENT/GUARDIAN SIGNATURE OF PARTICIPANT 18 OR OLDER DATE
27. NOAMUCb POOUTENA/ONEKYHA 28. NOANMUCb YYACTHUKA, OOCTUILENO 18-NIETHEIO 29. OATA
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MISSOURI DEPARTMENT OF HEALTH & SENIOR SERVICES

BUREAU OF SPECIAL HEALTH CARE NEEDS (BSHCN)

ENROLLMENT INFORMATION

MWHWUCTEPCTBO 3PABOOXPAHEHWNA N COLMATIBHOIO OBECMNEYEHNA LUTATA MUCCYPU
KOMUTET MO OKASAHUIO CMNELUNATNIBHOW MEOULIMHCKOW NMOMOLLK (KOCMIT)
PErTMCTPALUMOHHAA AHKETA

READ INSTRUCTION BEFORE COMPLETING FORM
NPEXOE, YEM 3AMNOJIHUTb AHKETY, MPOYTUTE JAHHLIE UHCTPYKLIUU

SECTION A - PARTICIPANT INFORMATION
PA3OEN A - UHOOPMALIUA OB YYACTHUKE
Enter participant’'s name (last, first, middle).
1. BnuwuTe NonHoe numsi y4actHuka (pammnumio, nMsi, BTOpoe 1UMsl).

Enter participant’s date of birth.

Bnnwmte gaty poxaeHus y4acTHuKa.

Enter participant’s Social Security number.

Bnnwmte Homep coumanbHOro CTpaxoBaHUst yHacTHUKA.

Enter address (street, city, state, zip) where participant lives.

BnuwunTe agpec, No KOTOPOMY NPOXUBAET YYaCTHUK (YNuLly, rOpOA, LUTaT, MOYTOBbIA UHAEKC).

Enter county where participant lives.

Bnnwwmte okpyr npoXxvBaHnsa y4acTHUKa.

Enter telephone number where participant lives.

Bnnwmte Homep gomaluHero TenedoHa y4acTHUKa.

Enter participant’s sex.

BnvwmTte non yyacTHuka.

Enter participant’s race (W - White, B - Black, A - Asian, NA - Native American, H - Hispanic, O - Other/Pacific Islander).

Bnuvwwnte pacosyto npuHaanexHocTb yyacTHuka (b - 6enbin, Y - yepHbIi, A - a3nart, KXKA - kopeHHow xuTenb Amepuku (amepuHa), J1 - natTnHoamepukaHel,

BTO - BbIxogel ¢ TUXookeaHCKMX OCTPOBOB, [1 - Apyras).

Enter participant/family daytime/work telephone number.

9. Bnuwwute Homep pabouero TenedoHa y4acTHUKA UIN YrieHa ero CembM.
Enter local physician name and address where participant receives his/her basic care (immunizations, etc.).

10. Bnuwwute nmsi y4acTKOBOIo Bpada u agpec, No KOTOPOMY YHaCTHUK noryyaeT obLiee meanumHckoe obcnyxmsaHue (MpodunakTnieckue NpMBMBKA U T.M.).
Enter physician name and address where participant receives his/her specialized care.

11. BnuwuTe nms Bpaya 1 agpec, Mo KOTOPOMY Y4aCTHUK MOMy4aeT CneLmnanu3vpoBaHHY0 MEAVLIMHCKYIO MOMOLLb.

Source of referral - check the box which best describes the person, agency, etc., that suggested you contact BSHCN for assistance.
Physician, Hospital, Medicaid/EPSDT, State Agency (Department of Health, Department of Social Services, Department of Mental Health, etc.), Commu-
nity (Private agency, school, local health department, etc.), self/family/friend, or out of state.

12. Kro nocosetoBan o6patutbcs B KOCMI - oTMeTbTe 0AMH M3 BApuaHTOB, KOTOPbIA Haumy4yLwWmnm obpa3om onpeaensiet YacTHoOe N Lo Unm opraHm3aumio, no
Ybell pekomeHAauuu Bbl pelumnun obpatuTbes 3a nomolibio B KOCMIT: Bpay; 6onbHuua; “Meankang’/EPSDT; oduumanbHoe yypexaeHve wrtata
(denapTameHT 3apaBooxpaHeHus, [lenapTaMeHT coumanbHOro obecnedenus, [lenapTameHT NCUXOrMrmeHbl 1 T.N.); o6LWwMHa (4acTHas KoMnaHus, LKona,
pervoHanbHbIN OTAEN 1 T.N.) 3A4PaBOOXPaHEHNs MO COGCTBEHHOW MHMLMATMBE UMW NO COBETY POACTBEHHVKOB/APY3en; YacTHOe NMNULO UNW OpraHn3auus,
HaxogsLumMecs 3a npefjenamu LwTarta.
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SECTION B - FAMILY INFORMATION - LIST ALL PERSONS LIVING IN HOUSEHOLD
PA30EN B - UH®OPMALIUA O CEMbE (MEPEYUCITUTE BCEX, MPOXUBAIOLLKUX BMECTE C BAMW)

Enter name of other individuals living in same household as participant. Adult participants need not list parent(s) names.

13. Bnuwwute umeHa Bcex, KTO MpoXMBaeT COBMECTHO C YYacTHUKOM M BedeT C HMM OJHO AoMallHee XO03AMCTBO. COBepLUEHHONETHUM y4acTHUKaM HeT
HeobX0AMMOCTM yKa3blBaTb POAUTENEN.
Enter Social Security number of other individuals living in the same household as participant.

14. BnuwwnTe HOMepa coumanbHOroO CTPaxoBaHWUsi BCEX, KTO NMPOXUBAET COBMECTHO C YYACTHUKOM U BEAET C HAM OHO AOMALLHEee XO35IMCTBO.
Enter Date of Birth of other individuals living in the same household as participant.

15. BnuvwwuTe faTtbl pOXXAEHUSI BCEX, KTO NMPOXUBAET COBMECTHO C Y4aCTHUKOM W BEAET C HUM OHO AOMaLLHee XO35MCTBO.
Enter Relationship of other individuals living in the same household with the participant.

16. Ykaxute, KEM NPUXOQATCS y4aCTHUKY BCE, KTO COBMECTHO NPOXUBAET U BeAET C HAM OOHO AOMaLLHee X035MCTBO.
If this individual receives services from the Bureau of Special Health Care Needs (BSHCN) check the “BSHCN” column.

17. TMoctaBbTe oTMeTKy B KoroHke “KOCMIT’, ecnn gaHHoe nvuo nonyyaeT nogaepkky oT Komutera no okasaHuio crneunanbHON MeAULMHCKON NMOMOLLM
(KOCMM).
If the participant has a court appointed guardian/custodian check “Yes” and enter their name, address, and telephone number.

18. OtmetbTe BapuaHT “[la”, ecnn y4acTHUK UMeEeT Ha3HaYeHHOro Cy[JOM OMeKyHa W yKaXuTe ero ums, agpec 1 Homep TenedoHa.
Enter name of an alternate contact - someone not in this household who will know how to get in touch with you.

19. BnuwwuTte ums elle 0gHOro YenoBeka, KOTOpbI MPOXMBAET OTAENbHO OT Bac, HO 3HAET, Kak CBA3aTbCs C BaMU.
Enter telephone number of alternate contact person.

20. YkaxuTe HOMep TernedoHa 3Toro Yyenoseka.

SECTION C - FINANCIAL RESOURCES
PA30EN C - UCTOYHUKU OOXOOA
Income Source - Check the box(es) which describe your source of income.

21. VICTOuYHUKM [OXOAA - OTMETLTE BCEe BapyaHTbl, ONWChIBAOLLME BaLUW UCTOYHMKM AoXoAa.

Check “Yes” if you filed a Federal/State Income Tax Form and list adjusted gross income. Attach a copy of the Federal/State Income Tax Form. DO NOT
SEND A W-2 FORM. If you do not have a copy of the Income Tax Form call (800) 829-1040 to obtain an IRS 1722 Letter. Mail IRS 1722 Letter to the area
office when it is received.

Check “No” if you did not file a Federal/State Income Tax Form and indicate the reason you did not file. (Attach copy of extension).

22. OtmeTbTe BapuaHT “[1a”, ecnu Bbl 3anonH1m 6rnaHk HanoroBomn Aeknapauum Wrarta/CTpaHbl, M yKaXkute CyMMY BbIMMCIIEHHOTO BanoBoro aoxoaa. Mpunoxure
Konuto GrnaHka HanoroBon Aeknapauun wrarta/ctpaHbl. HE BbICBINTAUTE BNTAHK W-2. Ecnv y Bac HeT konvu 6naHka HanoroBom Aeknapaummy no3BoHUTe
no Ten. (800) 829-1040 ons nony4yeHusa gybnukarta no cdopme 1722 n3 Hanorosoro ynpaenenus. MNocne nony4venus gybnukarta no cdopme 1722 u3
Hanorosoro ynpaeneHus, oTnpasbTe €ro B permoHasnibHoe NpeacTaBuTeNsLCTBO.

OtmerTbTe BapuaHT “HeT”, ecnu Bbl He 3anonHMM 6naHk Hanorosow Aeknapauum WraTa/CTpaHbl, U YKaXUTe NPULMHY, No KOTOPOW Bbl HE MOAANN AeKnapaumio.
(Mpynoxute KON paspeLLeHns Ha OTCPOYKY.)
Check “Yes” if the family income has changed since filing Income Tax. If income has changed, give date of change and enter this year’s estimated income.

23. OrtmertbTe BapuaHT “[1a”, ecnn 4oxoa cemMbu N3MEHWICA CO BPEMEHW Nofayun HanoroBon geknapaumu. Ecnv goxon nsmeHuncs, ykaxvure aaty usMeHeHusi
1 CYMMY BbIYMCIIEHHOTO A40X0A4a TeKyLLero roaa.

Check “Yes” if you received or made child support payments. Indicate the amount received or paid this year.
Check “Yes” if participant is on Medicaid. Indicate participant's Medicaid Number.

Check “Yes” if participant is on Medicare. Indicate participant's Medicare Number.

Check “Yes” if participant is on SSI.

Check “Yes” if participant is covered by Medical Insurance. If yes, list name of medical insurance company.

24. OtmeTbTe BapyaHT “[la”, ecnu Bbl MONyYany Unn BeIMNa4YnBany anuMeHTbl Ha AeTel. YKaxute CyMMy NOMyYeHHbIX UK BbINMaYeHHbIX anMMeHTOB.
OTmeTbTe BapuaHT “[a”, ecrnu y4acTHYK NonyyaeT MeguLMHCKYH NOMOLLb Mo nporpamme “Meaukang’. YkaxuTe Homep ydacTHvKa no nporpamme “Meamkang”.
OTmerTbTe BapuaHT “[]a”, ecrnv y4acTHVK nonyyaeT MeauLMHCKY NOMOLLL No nporpamMme “Megukap”. YkaxuTe HoMep y4acTHUKa no nporpamme “Megumkap”.
OtmeTbTe BapmaHT “[a’, ecnv yyacTHUK nonyyaet [ononHutensHoe nocobve manovmymm (SSI).

OtmeTbTe BapmaHT “[la”, ecnv y4acTHUK MMeeT MEeQULIMHCKYIO CTPaxXOBKy U YKaXXUTe Ha3BaHMe CTPaxoBOW KOMMaHU.
Insurance Status - Check the box(es) which describe your insurance status.
25. Bwpapl CTpaxoBaHUsi - OTMETbTE BCE BapUaHTbl CTPaxoBaHUS, NO KOTOPbLIM Bbl 3aCTPaxoBaHbl.

SECTION D - SERVICES REQUESTED/NEEDED
PA3[EN D - TPEBYHOLWAACA MEOULUMHCKASA MOMOLLb
Enter services desired.
26. YKkaxuTe, Kakas MeguuMHcKas NnomMoLlb Bam Heobxoamma.

SECTION E - AUTHORIZATION TO RELEASE INFORMATION AND APPLICANT SIGNATURE - MUST SIGN AND DATE HERE BEFORE THE
APPLICATION WILL BE PROCESSED.
PA3[EN E - PASPELLEHUE HA UCNONMb3OBAHUE MH®OPMALIUM U NOANUCH 3AABUTENA - HEOBXOAUMO NMOCTABUTb OATY U PACIMTUCATBLCA
MPEXAE, YEM 3AABNEHUE BYOET NPUHATO K PACCMOTPEHUIO
Signature of Parent/Guardian.
27. Tloanuce 0gHOrO U3 poauTenen unu onekyHa.
Participant eighteen (18) or older must sign the application. Parent/Guardian must sign along with participant eighteen (18) years or older when participant
is listed on parent’'s Federal/State Tax form as a dependent.
28. Y4acTHuK, gocTuriumin 18-neTHero Bo3pacTta JOMKeH noanucath 3asBrieHve. Bmecte ¢ HUM CBOK NMOAMUCH OOMKEH NOCTaBUTb OAMH U3 poauTenen nunm
OMNEKyH, eCny Y4aCTHUK, JOCTUrLniA 18-neTHero Bo3pacTa, YMCNUTCSA B Ka4yecTBe wkaMBeHua B bnaHke HanoroBon Aeknapauum ogHoro 3 poauTenen.
Enter date of participant/guardian Signature.
29. TlMocrtaBbTe AaTy NOANMCaHMS 3asiBNEHNSI ONEKYHOM/y4aCTHUKOM.
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